1. Introduction {#sec0005}
===============

Gastrointestinal lipomas are tumors of mature adipose tissue, surrounded by fibrous capsule \[[@bib0005]\]. Gastric lipomas are very rare conditions that represent less than 5% of gastrointestinal lipomas and constitute less than 1% of all gastric neoplasms \[[@bib0010]\]. Most gastric lipomas are small, asymptomatic and mainly diagnosed by radiologic evaluation and endoscopic examination of the upper GI tract \[[@bib0015]\]. The most frequent clinical manifestation is GI bleeding (53%) which is due to ischemic ulceration of the overlying mucosa \[[@bib0020]\]. Other manifestations could be obstruction, abdominal pain or dyspepsia. Most lipomas are localized in submucosa layer (90%) and affect the antrum in 75% of cases \[[@bib0025],[@bib0030]\]. In our case, a full upper GI endoscopy found an incidental giant lipoma which localized in the submucosa of antrum and caused unremarkable upper GI obstruction. The case has been reported in line with the SCARE criteria \[[@bib0035]\].

2. Case presentation {#sec0010}
====================

A 65 year old man was referred to our clinic with a diagnosis of CVA, he developed multiple vomiting and sever dysphagia in every meal. The patient had been candidate to percutaneous endoscopic gastrostomy. Incidentally, the full upper endoscopy detected a gastric outlet obstruction; there was no intraluminal mass or ulceration on mucosa. This finding terminated the procedure without performing the gastrostomy. The patient underwent the full study, the CT scan of the abdomen showed a submucosal well encapsulated mass at the lower pyloric partition of stomach with a fatty like nature that measured 4.5 by 8 cm^2^ with no other remarkable findings \[[Fig. 1](#fig0005){ref-type="fig"}\]. The patient was prepared for surgery. Open laparotomy was done; the mass was excised \[[Fig. 2](#fig0010){ref-type="fig"}\] and a gastrostomy was established. The microscopical study stated that the lesion consisted of mature adipocytes without cytological atypia, arranged in lobules delimited by conjunctivovascular bays.Fig. 1Abdominal CT shows a 4.5 × 8 cm^2^ submucosal encapsulated mass in the lower pyloric partition, fatty in its nature.Fig. 1Fig. 2Intraluminal gastric tumor seen at the operative field arising from the submucosal layer of antrum.Fig. 2

3. Discussion {#sec0015}
=============

Gastric lipoma is a very rare condition and mostly small and asymptomatic. Posterior wall of the antrum is the most site of origin \[[@bib0040]\]. Most cases are found in patients in their fifth and sixth decade with seemingly higher incidence in women than men \[[@bib0045]\]. The manifestations could be the results of bleeding due to mucosal ulceration over the tumor \[[@bib0050],[@bib0055]\]. In other presentations when the tumor is large, pediculate and locating near the pylorus, it may cause a degree of obstruction \[[@bib0060]\]. Remarkably, these obstructive symptoms seem to be more prevalent in elderly male \[[@bib0065],[@bib0070]\]. In our case, the obstruction was discovered incidentally by endoscopy as the vomiting started soon after the CVA, then the procedure has been terminated directly and CT scan administered. CT scan is an excellent investigation for GI tract lipoma that permits the specific diagnosis of lipoma based on fat density of the tumor, and precludes the need of endoscopic biopsy \[[@bib0075]\]. Homogeneous mass with fat density that is ranging between −70 and −120 HU is considered pathognomonic for the diagnosis of gastric lipoma \[[@bib0080]\]. Symptomatic gastric lipomas should be resected endoscopically or by open surgery. Endoscopic polypectomy can be tried for submucosal lesion smaller than 3 cm in diameter; larger broad based tumors have higher risks for perforation by endoscopic approach \[[@bib0085]\]. Surgical resection is still the main management of symptomatic large tumors. Laparoscopic resection has been advised for lipomas less than 6 cm in diameter in adults \[[@bib0090]\]. In our case, an incidental finding was managed by gastrostomy and enucleation. The mass was easily dissected and enucleated. We had satisfactory postoperative results and no vomiting had recorded in the weekly follow up visits.

4. Conclusion {#sec0020}
=============

Gastric lipoma is a rare condition mostly asymptomatic. However, it should be in mind when doing gastrostomy as it could fail the procedure and a resistant vomiting may be developed. We recommend a full endoscopic evaluation for the upper gastrointestinal tract whenever it is possible to rule out even a rare case of a large asymptomatic gastric lipoma.
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